ABSTRACT The objective of this study was to determine the prevalence of psychological distress (PD) 
INTRODUCTION
Health is defined as a state of physical, mental and social well-being. These three aspects are strongly interlinked, making it difficult to detect which problem leads to the others. [1] [2] [3] [4] [5] [6] [7] Psychological distress (PD), an aspect of mental health, is prevalent in the community; in Northern Ireland, England, and Pakistan, its prevalence surpasses 20%. 3, 4 PD can be caused by biomedical, psychological, or social problems. Psychologically distressed patients usually present to health professionals with physical symptoms that cannot be attributed to certain disease; this is known as somatization and is common in primary care clinics. 8 Usually, however, neither somatizers nor general practitioners realize the cause of the somatic symptoms, 9,10 which may result in "medicalizing non-biomedical problems." 11 Delay in diagnosing PD can yield poorer prognoses and quality of life, which in turn decrease productivity. This article examines the prevalence of PD among marginalized ever-married women living in the outskirts of Beirut and looks at its main determinants.
MATERIALS AND METHODS

Survey Description and Sample
Our data were derived from the Urban Health Study, a cross-sectional sample survey carried out in 2002 in three poor communities in the outskirts of Beirut by the American University of Beirut. The majority of residents of Nabaa and Hey El-Sullom migrated from rural areas seeking better job and educational opportunities. Nabaa is predominantly inhabited by Christians and Hey El-Sullom by Muslims. Bourj El-Barajneh is a camp for Muslim Palestinian refugees.
The survey was conducted in two phases. In phase I (May-July 2002), data were collected from 2797 households, selected with probability proportional to size from a sampling frame constructed specifically for the study. Questions included household socioeconomic and demographic characteristics, general health and insurance coverage, migration and labor. In phase II (December 2002 -April 2003 , individual questionnaires covering the health of all ever-married women aged 15-59 living in the sample households were completed. It was deemed inappropriate to ask reproductive health questions to never-married women in this particular cultural context. Women interviewers were recruited locally and trained to conduct face-toface interviews. Informed consent was sought from each respondent.
Weighted figures were used to report prevalence as the sample was not selfweighting. 1,869 of 2,400 eligible women were successfully interviewed-78% response rate (4.1% refusal, 3.4% no contact after 5 attempts, 13.6% moved, and 1% other).
Measurement
Assessing PD Women's PD was assessed using an Arabic translation of GHQ-12. The questionnaire was originally developed by Goldberg with 60 items and used in different settings as a screening tool to improve the detection of depression and/or anxiety.
12−15 The short GHQ12 version has been validated in Arab countries; its sensitivity, specificity and discriminatory power are high in primary care settings (83%, 80% and 86%, respectively). 16 Women scoring 3 or more were considered to be "psychologically distressed," as suggested by Goldberg and applied worldwide. 17 
Determinants of PD
SOCIODEMOGRAPHIC FACTORS. Education, labor force participation and income were measured by household questionnaire, whereas age, marital status, number of living children, and items described below were measured by health questionnaires.
REPORTED LIVING AND HEALTH PROBLEMS, SOCIAL SUPPORT, AND RELATIONSHIP WITH HUSBAND. Women were asked whether or not they experienced living problems in the past 2 months. If the answer was affirmative, they were asked to list the type of living problems. Different types of support were assessed by determining presence of relatives or friends living nearby; satisfaction with their number; and availability of support for specific problems (babysitting, housework, financial or personal crisis). Responses were summed to create a social support score.
Currently married women were also asked how comfortable they felt with their husbands and categorized as very comfortable/comfortable, somewhat comfortable/ not comfortable.
To assess self-reported health, women were asked "Have you experienced any health problem in the past two months?" Those who responded yes were asked open-ended questions to elicit up to three health problems and identify the most important of these. They also reported three possible causes for the most perceived health ailment. From these reasons, a dichotomous variable was constructed attributing at least one psychosocial reason (psychological, economic, household work load, poor housing conditions, or stressful life events as reported by women) or attributing another reason (poor health management, physical, nutrition, or/and environmental problems). Women were also asked to describe their overall health as excellent, very good, good, fair, poor, or very poor.
Analysis
Statistical analyses were done using STATA procedures to account for design effect. Bivariate analyses of PD and different explanatory variables were performed using chi-square tests. Logistic regression was then used to test the independent effect of each determinant on PD. All explanatory variables from bivariate analyses were included in the logistic model. Variables were removed from the model using a back-step selection method. Only variables where exclusion would not significantly decrease the improvement of the model were excluded. Adjusted odds ratios (ORs) with 95% confidence intervals were calculated. To study the effect of the relationship with the husbands on PD, a separate analysis was conducted for currently married women. Also, bivariate analyses checked the association between reporting of particular physical symptoms (i.e., limb pain, back pain, gastro-intestinal symptom, and headache) and PD.
RESULTS
Sociodemographic Profile, Prevalence and Determinants of PD
The mean age of the women was 38 (15-59 years). The majority of women (72%) had less than 6 years formal education and 19% were in the labor force. Mean number of living children was 3.4. Median annual household income was about L.L. 6,300,000 (US$ 4,200).
Almost one in two women was distressed (weighted prevalence 46.6%). The most common complaints were insomnia as a result of worry (45.5%), loss of concentration (39.6%), "feeling unhappy/sad" (38.1%), and "feeling constantly strained" (37.8%).
The crude associations between PDs and the characteristics summarized in Table 1 showed that all determinants tested were significantly associated with PD. Women who were older, not currently married, had more children, were less educated or lived in Hey El-Sullom and Bourj El-Barajneh were significantly more likely to have PD. There was no significant difference in PD between Muslims and Christians living in Nabaa (42.9% and 41.2%, respectively). Being in the labor force or having a low household income were also significantly associated with PD. Women who reported less social support or the occurrence of a living problem were less likely to be distressed as those who did not. Reporting a health problem, presence of a chronic disease in the household or poor/very poor self-rated health increased the likelihood of PD.
Results adjusted using logistic regression are summarized in Table 2 . Age, marital status, and presence of chronic disease in the household were excluded because they did not improve the fit of the model significantly. The strongest predictors of distress were living problems and self-rated health. Women reporting at least one living problem were twice as likely to be distressed after adjusting for all the variables. Those perceiving their health as fair or poor/very poor were 2.4 times and 4 times more likely to have PD, respectively. Number of children and education seemed to affect distress more than age. Lacking social support and being in the labor force remained significantly associated with PD (OR: 1.47 and 1.49, respectively). Reporting at least one health problem remained associated significantly with PD. However, controlling for self-rated health in the best model (Table 2) slightly decreased its significance [OR of 1.28 in the best model vs. 2.12 without including self-rated health in the model (data not shown)]. The effect of community, education level, and household income decreased slightly when self-rated health was included.
Logistic analysis on currently married women (Table 2) showed similar results to the previous model. Perceived relationship with husband significantly predicted distress after controlling for other variables. Women not comfortable/somewhat comfortable were 2.4 and 2 times, respectively, more likely to be distressed than those feeling comfortable/very comfortable.
Reported Health Problems and PD
Fifty-one percent (n = 956) of women reported at least one health problem. The most frequently reported symptoms were musculoskeletal pain (29.9%) [including limb (11.5%) and back pain (16%)], headaches (12.3%), and gastro-intestinal symptoms (9%). Overall, distressed women reported significantly more health problems. Sixty-three percent of distressed women reported at least one health problem versus 41% for nondistressed women (Table 3 ). The most frequent reported symptoms among distressed women were musculoskeletal pains, mainly limb (P < 0.000) and back (P < 0.007). Distressed women also reported significantly more gastro-intestinal (P < 0.044) symptoms and headaches (P < 0.000). 
Reasons for most Important Health Problem
Forty-six percent of women (438 of 956) attributed at least one psychosocial reason and 22% (210 of 956) at least one psychological reason to their most important health problem. Back pain and headaches were significantly attributed to a psychosocial reason. The attribution for headaches was essentially psychological and for back pain, social (data not shown).
DISCUSSION
Prevalence of PD
The prevalence of PD in the three under-privileged communities was 46.6%. This is higher than levels noted in another Lebanese community with better living conditions (27%) (Saab, Chaaya, Eid, Abi Khirs. Distress in the aftermath of the war: a community sample from a Lebanese town, unpublished data, 2005). It is also double the levels of PD in England, Scotland, and urban areas in Pakistan. 3, 4 The prevalence of PD was also higher than in population-based studies of special groups like tortured Lebanese hostages released from an Israeli prison (42%). 18 By contrast, higher levels of PD (55.6%) were noted among Syrian women attending primary health care centres. 19 Nevertheless, we do not think these high levels are artefacts: other cross-national comparative studies found Lebanon to have the highest levels of PD. Our study covered an under-privileged population, and it is widely accepted these have more mental health problems. [20] [21] [22] Other characteristics of our study may also come into play. Lebanese and Palestinian traditional norms are that family members, especially the mother, care for the needs of other members. 5, 23 Several women described depriving themselves of basic personal needs to help other family members. This makes the women the poorest among other poor family members. Also, although Lebanese winters are moderate, a seasonal effect may have raised the prevalence of PD, since data were collected December to March.
Determinants of PD
Mothers with more than three children were significantly more distressed (OR = 1.64; CI = 1.00-2.67). Possible reasons include greater parental role strains, 24 particularly as raising children is mainly the mother's responsibility. Our data and those of others showed that more schooling led to significantly better physical and psychological well-being, 1, 7, 13, 18 possibly because it results in better knowledge, job opportunities, and living conditions. Adjusted ORs showed women from Hey El-Sullom and Bourj El-Barajneh (predominantly Muslims) had higher PD than women from Nabaa (predominantly Christians). Maziak also found Muslim women had more distress. 19 Muslims living in Nabaa had similar levels of PD as Christians living in the same community. Because household income in Hey El-Sullom and Bourj El-Barajneh is significantly lower than in Nabaa, we cannot rule out that economic factors played a major role in determining PD, but this was not measured adequately. Another possible explanation is the greater social restrictions on women in Hey El-Sullom. Finally, the ease of divorce in Islam may result in anxiety on the part of nonworking women living in Hey El-Sullom and Bourj El-Barajneh. Ritsner reports that anxiety about the future is a source of distress among women. 25 However, the rate of divorce was low and comparable in the three studied communities. Furthermore, over 80% of women in all three communities reported being comfortable/very comfortable with their husbands, with no significant difference between communities. Work is postulated to improve physical and psychological well-being. 26 However, we found that labor force participation increased PD. Working outside and inside the home leaves little time for women's personal needs, thereby contributing to PD. 27 In these very underprivileged but conservative settings, work may indicate great economic pressure or need. Other predictors of PD included reporting a living problem, namely lack of financial resources and poor housing conditions. Gillis reports poorer mental health among those with poor accommodation. 6 Social support can be formal or informal. The former represents government help; the latter is offered by family members, friends or neighbors. Formal support was weak or nonexistent for most subjects we surveyed; for example, casual laborers have no unemployment or retirement benefits. Women reporting better informal social support were less likely to have PD. This finding is well documented. 26 Also, as found by Yip and colleagues, 28 women in our study who were uncomfortable with their husbands were more predisposed to PD. We did not ask about physical abuse, although literature shows physically abused women are predisposed to PD.
19,29
Physical Symptoms and PD Self-rated health is a good indicator of health status. 30 Our findings concur with others, namely that poor self-rated health is associated with PD. 31, 32 We were concerned this was because it was measuring one aspect of the same experience. We note, however, that adding self-rated health to the model did not alter the estimates of the effects of other independent variables greatly.
Fifty-one percent of women reported at least one health problem. This is higher than levels reported in low social class UK women (<28%). 21 The high prevalence may stem from worse sanitary and housing conditions, more children, and less social security. 6, 24 Commonly perceived health problems were low back pain, headache, lower extremity pain, and stomach pain. In Sweden and Britain, communitybased studies show musculoskeletal complaints, abdominal pain, and headaches are common. 2, 11 Several studies report tiredness as a leading symptom in a general population of women. 11, 20, 26 In our study, tiredness was not a common complaint, whereas musculoskeletal complaints were. Women reporting back and limb pain were more likely to have PD. The relationship between PD and low back pain was also noted in China. 28 It is postulated that PD increases muscle spasm, augments painful sensations, and increases spine loading. 33, 34 Under-privileged persons value strength and mobility, 1 and an inability to ambulate could prevent them from working and compromise their ability to support themselves and their dependents. The above may explain the association with PD and why some women rated their limb pain as more important than problems affecting vital organs such as their heart.
Awareness About the Body-Mind Relationship
Although our sample was underprivileged and the majority had less than six years education, women recognized the contribution of psychosocial factors to physical ill health (Table 4) . Six percent of women with health problems reported a psychological complaint. Twenty-two percent (210 of 956) attributed their most important illness to a psychological problem, and 45.8% held psychosocial reasons responsible. A Belgian study in a more privileged population with better access to health care showed only 5.4% of those visiting a primary care physician reported psychiatric disease, whereas more than 40% fulfilled the criteria for a mental condition. 
LIMITATIONS AND STRENGTHS
Study limitations include having a cross-sectional design, which does not allow us to determine causal sequence, and having data based on women's self-report. Strengths are that the study has a large sample size and is population based. Studying health perception in primary health clinics may result in a biased sample, particularly as poverty makes it difficult for women to visit clinics, even with nominal fees.
CONCLUSION
In summary, we found a high level of PD and confirmed many known determinants of PD, including poverty, poor social support, uncomfortable relation with husband, low level of education, reporting a living problem, and poor self-rated health. Contrary to other studies, working outside the home increased PD. PD was significantly higher in women living in a predominantly Moslem community. The latter finding merits future investigation. Another surprising finding that also merits study, considering the low schooling, was that 46% attributed their health problems to psychosocial reasons. This is an exhibition of greater ability to link body symptoms to the mind than that reported elsewhere. An interesting link between PD and the musculoskeletal system, which may be particularly important for manual workers, was noted. Health professionals should explore the possibility of a mental health diagnosis when presented with marginalized women reporting poor health, back pain, limb pain, headache, and stomach pain. Policy makers need to improve living conditions and education of women living in these three communities. Finally, there is a need to revisit family planning strategies and provide accessible good quality mental health care at the primary care level.
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